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ABSTRACT. Fatal lead encephalopathy has disap-
peared and blood lead concentrations have decreased in
US children, but approximately 25% stiHl live in housing
with deteriorated lead-based paint and are at risk of lead
exposure with resulting cognitive impairment and other
sequelae. Evidence continues to accrue that commonly
encountered blood lead concentrations, even those less
than 10 pg/dL, may impair cognition, and there is no
threshold yet identified for this effect. Most US children
are at sufficient risk that they should have their blood
lead concentration measured at least once. There is now
evidence-based guidance available for managing chil-
dren with increased lead exposure. Housing stabilization
and repair can interrupt exposure in most cases. The
focus in childhood Iead-poisoning policy, however,
should shift from case identification and management to
primary prevention, with a goal of safe housing for all
children. Pediatrics 2005;116:1036~1046; child, lead, envi-
ronmental exposure, chelation therapy, succimer, cogni-
tion, clinical trials, housing, prevention, behavior.

ABBREVIATIONS. CDC, Centers for Disease Control and Preven-
tion; AAP, American Academy of Pediatrics; EPA, Environmental
Protection Agency; CNS, central nervous system; EP, erythrocyte
protoporphyrin; EDTA, ethylenediaminetetraacetic acid; TLC,
Treatment of Lead-Exposed Children; HUD, Department of Hous-
ing and Usban Development.

BACKGROUND

1n 1991, when 1 in 11 US children had a blood lead
Iconcen’cration greater than 10 pg/dL, both the

Centers for Disease Control and Prevention
(CDC) and the American Academy of Pediatrics
(AAP) recommended that all US children have their
blood lead concentration measured at around 1 and
2 years of age, when concentrations increase and
then peak. By 1997, the median blood lead concen-
tration in the United States had decreased, and
screening in some areas with newer housing turned
up few cases of elevated blood lead concentration.
The CDC and AAP then began to recommend
screening only those children with a greater chance
of having an elevated blood lead concentration—
those in older housing, those who had a sibling or
playmate with an elevated blood lead concentration,
or those who had lived in or visited a structure that
might contain deteriorated, damaged, or recently re-
modeled lead-painted surfaces. Screening of all chil-
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dren eligible for Medicaid, among whom were found
80% of those with increased blood lead concentra-
tion,! continued to be recommended and had been
required by Health Care Financing Administration
(now the Centers for Medicare and Medicaid Ser-
vices) regulation since 1989.

This new policy statement replaces the 1998 state-
ment and includes discussion of new data, including:

* Reliable estimates of the percentage of the US
homes containing lead hazards?;

* Results from a large clinical trial showing that
chelation in children with moderately elevated
blood lead concentrations does not improve cog-
nitive or neuropsychologic test scores?;

» Documentation of unacceptably low screening
rates among Medicaid-eligible children?;

* Further confirmation of the link between lead ex-
posure in eatly childhood and delinquent behav-
ior during adolescence®®; and

* New data showing inverse associations between
blood lead concentrations less than 10 pg/dL and

1Q.78

The best approach to lead poisoning is to prevent
exposure in the first place, but it will be years before
that goal is realized. In the meantime, case finding,
case management, and prevention of additional ex-
posure will still be required. This document consid-
ers relevant aspects of the epidemiology, clinical tox-
icology, prevention, and treatment of lead exposure
in young children and provides recommendations
for pediatricians as well as public health authorities.

DECLINE OF LEAD POISONING IN THE
UNITED STATES

Lead is an element and occurs naturally, but blood
lead concentrations are quite low in the absence of
industrial activities.? In the United States, there were
historically 2 major sources of industrially derived
lead for children: airborne lead, mostly from the
combustion of gasoline containing tetraethyl lead;
and leaded chips and dust, mostly from deteriorat-
ing lead pamt Both contnbute to soil lead

24ig 980. Federal leglslahon in
the 1970s removed Jead from gasoline and decreased
smokestack emissions from smelters and other
sources, causing blood lead concentrations in chil-
dren to decrease. From 1976 to 1980, before the reg-
ulations had their full effect, US children 1 to 5 years



of age had a median blood lead concentration of 15
prg/dL.10 In 1988-1991, the median was 3.6 ug/dL%;
in 1999, the median was 1.9 ug/dL.*2 Although con-
centrations have decreased in all children, black chil-
dren and poor children continue to have higher
blood lead concentrations. Airborne lead should no
Ionger be a source of community exposure in the
United States, but individual counties sometimes still
exceed airborne lead regulations, and continued vig-
ilance is warranted. Individual children may still be
exposed to airborne lead in fumes or respirable dust
resulting from sanding or heating old paint, burning
or melting automobile batteries, or melting lead for
use in a hobby or craft. '

SOURCES OF LEAD EXPOSURE

Lead Paint, Dust, and Soil

“Fhe'souree of #o§ poisoning in ehildrennow
i d..chips:from-deteriorating-lead paint ‘on
interior:suitfaces.’® Children who developed lead en-
cephalopathy with blood lead concentrations more
than 100 pg/dL often had chips of lead paint visible
on abdominal plain films. Children who live in
homes with deteriorating lead paint, however, can
achieve blood lead concentrations of 20 pg/dL or
greater without frank pica.!* The use of leaded paint
on interior surfaces ceased in the United States by the
mid-1970s. However, in 1998, of the 16.4 million US
homes with =1 child younger than 6 years, 25% still
had significant amounts of lead-contaminated dete-
riorated paint, dust, or adjacent bare soil (“lead haz-
ard”).2 Dust and soil are also a final resting place for
airborne lead from gasoline and dust from paint.
Lead in dust and soil can recontaminate cleaned
houses?® and contribute to elevating blood lead con-
centrations in children who play on bare, contami-
nated soil.1

Transplacental Exposure and Lead in Human Milk

Lead crosses the placenta, and the blood lead con-
centration of the infant is similar to that of the moth-
er.'” The source of lead in the infant’s blood seems to
be a mixture of approximately two thirds dietary and
one third skeletal lead, as shown by studies that
exploited the differences in lead isotopes stored in
the bones of women migrating from Europe to Aus-
tralia.’® Although lead appears in human milk, the
concentration is closer to plasma lead and much
lower than blood lead, so little is transferred. Because
infant formula and other foods for infants also con-
tain lead, women with commonly encountered blood
lead concentrations who breastfeed their infants ex-
pose them to slightly less lead than if they do not
breastfeed.'” In Mexico, giving women supplemental
calcium during lactation resulted in a small {less than
2 pg/dL) decrease in the mother’s blood lead con-
centration, presumably by decreasing skeletal re-
sorption.?® Theoretically, this could diminish transfer
of lead through breast milk even further. In the
United States, however, where calcium intake may
be higher, calcium supplementation does not prevent
bone loss during lactation?! and, thus, might not
affect lead transfer at all.

Other Sources

Lead plumbing (in Latin, “plumbus” = lead) has
contaminated drinking water for centuries, and lead
in water can contribute to elevated blood lead con-
centrations in children.!3 In 20032004, some tap wa-
ter in Washington, DC, was found to exceed Envi-
ronmental Protection Agency (EPA) regulations.
This was thought to be caused by a change in water
disinfection procedures, which increased the water’s
ability to leach lead from connector pipes between
the water mains and interior plumbing in old houses.
The extent of this problem in Washington and other
cities is not yet known. Affected families are drinking
filtered or bottled water until the pipes can be re-
placed. (Most bottled water is not fluoridated; its
consumption may lead to marginal fluoride intakes
in children.) Much more about lead in drinking wa-
ter is available on the EPA Web site (www.epa.gov/
safewater/lead/index.html).

Table 1 includes questions about less common
sources of lead exposure, which include hobbies,
contaminated work clothes, ceramics, cosmetics, im-
ported canned foods, etc. Such questions may be
useful if a child has an elevated blood lead concen-
tration but no exposure to leaded dust or soil. They
have not been validated for the purpose of deciding
whether to screen.

The lead concentration of blood for transfusion is
not routinely measured. After exchange transfusion
in the extremely low birth weight infant, 90% of the
infant’s blood is donor blood. Bearer et al?? recom-
mended that only units with lead concentrations of
less than 0.09 pmol/L be used in these patients, on
the basis of their adaptation of the World Health
Organization tolerable weekly intake from ingestion
to intravenous injection. Approximately cne third of
the units of blood that they measured were above
this concentration. The effect of lead in transfused
blood used in older children has not been consid-
ered.

TOXICITY OF LEAD

Subclinical Effects

At the levels of lead exposure now seen in the
United States, subclinical effects on the central ner-
vous system (CNS) are the most common effects. The
best-studied effect is cognitive impairment, mea-
sured by IQ tests. The strength of this association and
its time course have been observed to be similar in
multiple studies in several countries.?® In most coun-
tries, including the United States, blood lead concen-
trations peak at approximately 2 years of age and
then decrease without intervention. Blood lead con-
centration is associated with lower IQ scores as IQ
becomes testable reliably, which is at approximately
5 years of age.?® The strength of the association is
similar from study to study; as blood lead concen-
trations increase by 10 ug/dL, the IQ at 5 years of
age and later decreases by 2 to 3 points. Canfield et
al” recently extended the relationship between blood
lead concentration and IQ to blood lead concentra-
tions less than 10 pg/dL. They observed a decrease
in IQ of more than 7 points over the first 10 ug/dL of
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TABLE 1. Suggested Clinical Evaluation for Lead Exposure

Medical history
Ask about
Symptoms
Developmental history
Mouthing activities
Pica

Previous blood lead concentration measurements

Family history of lead poisoning
Environmental history
Paint and soil exposure

What is the age and general condition of the residence or other structure in which the child

spends time?

Is there evidence of chewed or peeling paint on woodwerk, furniture, or toys?
How long has the family lived at that residence?
Have there been recent renovations or repairs to the house?

Are the windows new?

Are there other sites at which the child spends significant amounts of time?
What is the condition/make-up of indoor play areas?

Do outdoor play areas contain bare soil that may be contaminated?

How does the family attempt to control dust and dirt?

Relevant behavioral characteristics of the child

To what degree does the child exhibit hand-to-mouth activity?

Does the child exhibit pica?

Are the child’s hands washed before meals and snacks?
Expusures to and behaviors of household members
What are the occupations of adult household members?
What are the hobbies of household members? {Fishing, working with ceramics or stained
glass, and hunting are examples of hobbies that involve risk for lead exposure.)
Are painted materials or unusual materials burned in household fireplaces?

MisceHaneous

Does the home contain vinyl miniblinds made overseas and purchased before 19977
Does the child receive or have access to imported food, cosmetics, or folk remedies?
Is food prepared or stored in imported pottery or metal vessels?

Does the family use imported foods in soldered cans?

Nutritional history
Take a dietary history

Evaluate the child’s iron status by using the appropriate laboratory tests
Ask about history of foed stamps or participation in the Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC)

Physical examination

Pay particular attention to the neurologic examination and the child’s psychosocial and language

development

lifetime average blood lead concentration. Bellinger
and Needleman® subsequently reported a similarly
steep slope in a reanalysis of data from their study of
children with blood lead concentrations similar to
those in the Canfield et al study. To confirm the
adverse effects of lead on IQ at these concentrations,
however, more children whose blood lead concen-
tration has never been more than 10 pg/dL should
be studied. A reanalysis of the primary data from
several of the prospective studies is underway to
help resclve this issue. At the moment, however,
these data have not yet been incorporated into pol-
icy, and the CDC% and AAP?* both currently use 10
ung/dL (Table 2) as the blood lead concentration of
concern.

Other aspects of brain or nerve function, especially
behavior, also may be affected. Teachers reported
that students with elevated tooth lead concentrations
were mote inattentive, hyperactive, disorganized,
and less able to follow directions.?52¢ Additional fol-
low-up of some of those children?® showed higher
rates of failure to graduate from high school, reading
disabilities, and greater absenteeism in the final year
of high school.?” Elevated bone lead concentrations
are associated with increased attentional dysfunc-
tion, aggression, and delinquency.?® In children fol-
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lowed from infancy with blood lead measurements,
self-reported delinquent behavior at 15 to 17 years of
age increased with both prenatal and postnatal lead
exposure,® and bone lead, thought to represent cu-
mulative dose, is higher in adjudicated delinquents.¢
These data imply that the effects of lead exposure are
long lasting and perhaps permanent. Subclinical ef-
fects on both hearing? and balance®® may occur at
commonly encountered blood lead concentrations.
Although there are reasonable animal models of
low-dose lead exposure and cognition and behav-
ior®! the mechanisms by which lead affects CNS
function are not known. Lead alters very basic ner-
vous system functions, such as calcium-modulated
signaling, at very low concentrations in vitro,*2 but it
is not yet clear whether this process or some other
one yet to be examined is the crucial one. Lead
interferes detectably with heme synthesis beginning
at blood lead concentrations of approximately 25
pg/dL3 Both aminolevulinate dehydratase, an
early step enzyme, and ferrochelatase, which com-
pletes the heme ring, are inhibited. Ferrochelatase
inhibition is the basis of an erstwhile screening test
for lead poisoning that measures erythrocyte proto-
porphyrin (EP), the immediate heme precursor. Be-
cause if is insensitive to the lower concentrations of



TABLE 2. Summary of Recommendations for Children With Confirmed (Venous) Elevated Blood
Lead Concenirations®®

Blood Lead Concentration

10-14 pg/dL Lead education
Dietary
Environmental
Follow-up blood lead monitoring
15-19 pg/dL Lead education
Dietary
Environmental
Follow-up blood lead monitoring
Proceed according to actions for 20-44 pg/dL if
A follow-up blood lead concentration is in this range at least 3
months after initial venous test; or
Blood lead concentration increases
2044 pg/dL Lead education
Dietary
Environmental
Follow-up blood lead monitoring
Complete history and physical examination
Lab work
Hemoglobin or hematocrit
Eron status
Environmental investigation
T.ead hazard reduction
Neurodevelopmental monitoring
Abdominal radiography (if particulate lead ingestion is
suspected) with bowel decontamination if indicated
45-69 pg/dL Lead education
Dietary
Environmental
Folow-up blood lead monitoring
Complete history and physical examination
Lab work
Hemoglobin or hematocrit
Iron status
Free EP or ZPP
Environmental investigation
Lead hazard reduction
Neurodevelopmental monitoring
Abdominal radiography with bowel decontamination if indicated
Chelation therapy
=70 ng/dL Hospitalize and commence chelation therapy
Proceed according to actions for 45-69 pg/dL

Recommendations

Not Recommended at Any Blood Lead Concentration

Searching for gingival lead lines

Evaluation of renal function (except during chelation with EDTA)
Testing of hair, teeth, or fingernails for lead

Radiographic imaging of long bones

X-ray fluorescence of long bones

ZPP indicates zinc protoporphyrin.

blood lead that are of concern now, the test is obso-  adults with occupational exposures, these symptoms
lete for that use; however, EP measurement is still are rare in children.
used clinically in managing children with higher

blood lead concentrations. -
Reversibility

In an influential 1994 study, 154 children who

Clinical Effects were 13 to 87 months old and had blood lead con-

Children with blood lead concentrations greater
than 60 pg/dL may complain of headaches, abdom-
inal pain, loss of appetite, and constipation and dis-
play clumsiness, agitation, and /or decreased activity
and somnolence. These are premonitory symptoms
of CNS involvement and may rapidly proceed to
vomiting, stupor, and convulsions.3¢ Symptomatic
lead toxicity should be treated as an emergency.
Although lead can cause clinically important colic,
peripheral neuropathy, and chronic renal disease in

centrations between 25 and 55 ug/dL were given
chelation with ethylenediaminetetraacetic acid
(EDTA) and therapeutic iron when clinically indi-
cated and then followed for 6 months. Those whose
blood lead concentrations decreased the most had
improved cognitive test scores independent of
whether they had been given iron or chelation ther-
apy.*® An Australian study3® of 375 children with
longer follow-up, however, found only small and
inconsistent improvement in the IQs of children
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whose blood lead concentrations decreased the most.
A large (780-children) randomized trial of the use of
succimer in children with blood lead concentrations
of 20 to 44 pg/dL, the Treatment of Lead-Exposed
Children (TLC)® Trial, showed no benefit on cogni-
tive or neuropsychologic testing despite an abrupt
but transient decrease in the treated children’s blood
lead concentrations. The children were randomly as-
signed at approximately 2 years of age and followed
with cognitive, neuropsychologic, and behavioral
tests until they were approximately 5 years of age.
The large size of the trial permits confident exclusion
of a drug-related improvement of 2 IQ points or
more. Additional follow-up at 7 years of age with
more sophisticated testing still showed no advantage
for the succimer-treated children.?”

Because blood lead concentrations decreased as
the children in the TLC Trial got older regardless of
whether they had chelation, Liu et al®® used the TLC
data to attempt to replicate the reported relationship
between decreasing blood lead concentrations and
improved cognitive test scores. Test scores were un-
related to decreasing blood lead concentrations at 6
months’ follow-up, but results from following the
children for 36 months, when they were approxi-
mately 5 years of age, showed improved test scores
with greater decreases in blood lead concentration
but only in the placebo group. Additional research
on whether some effective intervention can be iso-
lated to account for this phenomenon is needed.
There remains no evidence that chelation will reverse
cognitive impairment, and the predominance of data
is consistent with a noncausal association between
decreasing blood lead concentrations and improved
cognitive test scores.

COSTS OF CHILDHOOD LEAD POISONING AND
BENEFITS OF PREVENTION :

Cost-Benefit Analyses

The removal of lead from gasoline cost money,
and it will cost more money to remove lead from
housing. If childhood lead exposure, however, af-
fects cognitive function and its consequences, such as
graduating from high school, then it is plausible that
it will affect social function, employment, and earn-
ings. Several groups have estimated the long-term
dollar costs of childhood lead exposure, assuming
that the effect of lead on IQ is linear and permanent;
they also assume a specific economic value of in-
creased IQs. Grosse et al®® estimated the economic
benefit of the 25-year secular downward trend in
childhood lead exposure in the cohort of children 2
years of age in 2000. The estimated increase in earn-
ings for the 3.8 million children would be between
$110 billion and $319 billion over their lifetimes,
compared with what they would have earned if they
had been exposed to 1975 lead levels. Landrigan et
al*® estimated the lifetime costs for each year’s cohort
of children currently exposed to lead to be $43 bil-
lion. On the cost side, Needleman?®! estimated a $10
billion cost for deleading the estimated 2 million
lead-contaminated houses that existed in 1990. In
2002, a more reliable estimate is that there are 4
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million such lead-contaminated houses,? and when
adjusting for inflation (with the Consumer Price In-
dex inflation calculator [www.bls.gov/cpi]), Needle-
man's estimate becomes approximately $28 billion in
2002. Combining these estimates leads to the conclu-
sion that removing lead paint is cost-effective if it
prevents even two thirds of lead exposure for any
single year’s cohort of 2-year-olds. Similarly, a pres-
idential task force estimated that the net nationwide
benefit of interim control of lead hazards in the na-
tion’s pre-1960 housing would be $1 billion to $9
billion over 10 years. The benefit of abating the haz-
ards permanently would be $21 billion to $38 billion.
Such quantitation allows planning and setting prior-
ities to be done more transparently and allows com-
parisons to estimates of the cost for lead-abatement
programs and other preventive activities. Although
these are exemplary numbers in simplified analyses,
all parts of which could be challenged, they illustrate
the rationale for viewing lead exposure as a problem
that should be solved, even on economic grounds.

Federal Strategy to Prevent Lead Poisoning

The President’s Task Force on Environmental
Health Risks and Safety Risks to Children was
formed in 1997 by executive order. It consists of
government officials from the EPA, the Department
of Health and Human Services, the Consumer Prod-
uct Safety Commission, the Department of Housing
and Urban Development (HUD), and others. One of
its first projects was to formulate a plan to eliminate
childhood lead poisoning,*? a goal that was incorpo-
rated into the Healthy People 2010 goals for the
nation{www.healthypeople.gov/Document/HTML/
Volume1/08Environmental. htmi#_Toc490564710). For
the first time, the strategy concentrated on primary
prevention and was directed at housing. It did not
require that a lead-poisoned child first be identified
betfore a house was considered eligible for participa-
tion (the principle of primary prevention). The core
of the strategy is a grant-based program adminis-
tered by the HUD that would accelerate the pace at
which in-place management of lead hazards would
occur in US homes. The strategy projected that more
than 20 million houses could be remediated in the
decade from 2000-2010, making lead-safe housing
available to a large majority of US children. The
strategy also included continued screening, espe-
cially among Medicaid-eligible children, enforce-
ment of existing statutes and regulations, and re-
search, especially on the effectiveness of in-place
management of lead hazards. The HUD plans peri-
odic evaluations and progress reports, which can be
tracked on its Web site (www.hud.gov/offices/
lead).

DPIAGNOSTIC MEASURES

The diagnosis of lead poisoning or increased lead
absorption depends on the measurement of blood
lead concentration. This is best performed by using a
venous sample, but a carefully collected finger-stick
sample can be used. Most blood lead measurements
are now performed because the child meets some
general eligibility criteria (screening) and not be-
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cause they are at especially high risk of exposure or
have symptoms suggestive of lead poisoning (diag-
nosis).

Screening

Between 1991 and 1997, both the AAP and CDC
recommended universal screening, that is, that all
children have their blood lead concentration mea-

: eémng has. begun; - and the-eritetia“for

and. nnpiementahon of.targeted: screenmg conhnues

to develop A of-earl
lowsssAllaMet

dren:have-not-been :dj.‘i The Adv1sory Com-
mittee on Childhood Lead Poisoning Prevention has
proposed criteria by which a state could acquire an
exemption from this requirement, and the proposal
is under consideration in the Secretary of Health and

st emng of Med1ca1d- gi
behind the availability of exemptions is not primarily
to decrease the number of screenings performed but
rather to increase it among groups in which in-

creased lead absorption will be found. Childre:
whose families participate in‘any assistance program

‘who,“for-whatever reason, are not ¢éligible for
icaid should also be screened.

For children not eligible for Medicaid, several
states and some municipalities have developed tar-
geted screening recommendations or policies using
suggestions made by the CDC,%3 their own data, or
some combination of the 2. All practitioners should
determine if such recommendations are in place
where they practice. Appropriate contacts: at: state
and:city health departments with CDC-funded pro-
grams-are listed -on the CDC Web site (www. cdc. gov/
eli/lead/grants/contacts / CLPPP%ZOMap him).

The approach to screening children who are not
eligible for Medicaid and who live in areas in which
health authorities have not made locale-specific rec-
ommendations is less clear. Although targeted
screening may be desirable, well-validated tools with

which to achieve 1t are not yet in place.® qn. the

Hab""”.

arerécent” immigrants, refugéés, "o mternational
adoptees 'who have elevated (sometimes véry “ele-

vated) "blood’ lead concentrations:45 :Such: children

should :be screened on arrival in the United States...

Diagnostic Testing

Some experienced clinicians measure the blood
lead concentration in children with growth retarda-
tion, speech or language dysfunction, anemia, and

ible chlldreﬁ Q;f;he.tm}ﬂ(mgq

attentional or behavioral disorders, especially if the
parents have a specific interest in lead or in health
effects from environmental chemicals. ]
persistent-elevation‘ef-blood
schoel-age is-unusual, evén'i
centration-at 2 years of a g i
housing-has not been abated." This is probably be-
cause hand-to-mouth activity decreases and the
child’s body mass increases. Thiis;'a"low-blood lead
eoncentration“in"a school-agedschild:does: not rule
out-earlier;lead: poisoning: If the question of current
lead poisoning arises, however, the only reliable way
to make a diagnosis is with a blood lead measure-
ment. Hair lead concentration gives no useful infor-
mation and should not be performed.4¢ Radiograph
fluorescence measurement of lead in bone is avail-
able in a few research centers and has been used in
children as young as 11 years with acceptable valid-
ity for research purposes,®” but it has no clinical
utility as yet.

MANAGEMENT OF CHILDREN WITH ELEVATED
BLOOD LEAD CONCENTRATIONS

In 2002, the national Advisory Committee on

», Childhood Lead Poisoning Prevention published a

monograph, “Managing Elevated Blood Lead Levels
Among Young Children.”2¢ The goal of the mono-
graph was to provide an evidence-based, standard
approach to management usable throughout the
United States. Anyone involved with the manage-
ment of children with elevated blood lead concentra-
tions needs access to it. This section is consistent with
the monograph.

The management of children with elevated bloed
lead concentrations is determined primarily by how
high the concentration is (Table 2). Children with
concentrations less than 10 pg/dL are not currently
considered to have excess lead exposure. Children
with concentrations 10 pg/dL or greater should have
their concentrations rechecked; if many children in a
community have concentrations greater than 10 ug/
dL, the situation requires investigation for some con-
trollable source of lead exposure. Children who ever
have a concentration greater than 20 ug/dL or per-
sistently (for more than 3 months) have a concentra-
tion greater than 15 pg/dL require environmental
and medical evaluation.

Residential Lead Exposure

Most children with elevated blood lead concentra-
tions live in or regularly visit a home with deterio-
rating lead paint on interior surfaces. Some children
eat paint chips, but pica is not necessary to achieve
blood lead concentrations of 20 ug/dL or greater.™
Children can ingest lead-laden dust through normal
mouthing behaviors by simply placing their hand or
an object in their mouth. This also happens when

020015 a4

with'the -health department in.investigating
creasing the source is necessary. Although some au-
thorities insist that moving children to unleaded
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housing or removal of all lead paint from their cur-
rent housing is the only acceptable solution,! alter-
native housing is rarely available and extensive on-
site removal of leaded paint can raise the
concentration in house dust and resident children.52
Lead in soil is higher around houses with exterior
lead paint and in places where there has been a
smokestack or other point source or heavy traffic.
Soil concentrations are related to blood lead concen-
trations but not as closely as are interior dust lead
concentrations.’® Soil can be tested for lead content,
and the EPA has guidelines for testing on its Web site
(www.epa.gov/lead/leadtest.pdf). Lead should no
longer be a problem in municipal water supplies, but
wells, old pipes from the municipal supply to the
house (as has been the case in Washington, DC), or
soldered joints may add lead to water (see www.
epa.gov/safewater/lead/index.html).

Other Sources

Some children will have persistently elevated
blood lead concentrations without access to lead
paint, bare soil, or lead in their drinking water. Their
exposure may come from any of the sources listed in
Table 3. Blood lead concentrations should decrease
as the child passes approximately 2 years of age, and
a stable or increasing blood lead concentration be-
yond that age is likely to be caused by ongoing
exposure.

The recommended approach to environmental in-
vestigation of a child with an elevated blood lead
concentration consists of (1) an environmental his-
tory, such as the one shown in Table 1, (2) an inspec-
tion of the child’s primary residence and any build-
ing in which they spend time regularly, (3)
measurement of lead in deteriorated paint, dust, bare
soil, or water as appropriate, (4) control of any im-
mediate hazard, and (5) remediation of the house,

which may require temporary relocation of the child.
If new or lead-safe housing is an option for the
family, it offers a simple and permanent solution.
These situations can be frightening for the families.
Involving the family and providing them with infor-
mation as it is obtained is the right thing to do and
may help lessen anxiety.

Although intense regimens of professional clean-
ing decrease children’s blood lead concentrations,
providing families with instructions and cleaning
materials does not. Washing children’s hands has
intuitive appeal, but no data support its role in de-
creasing exposure. Suggested prevention strategies
are listed in Table 3.

Medical Management

If the blood lead concentration is greater than 45
wug/dL and the exposure has been controlled, treat-
ment with succimer should begin. A pediatrician
experienced in managing children with lead poison-
ing should be consulted; these pediatricians can be
found through state health department lead pro-
grams, through pediatric environmental health spe-
cialty units (www.acec.org/pehsu.htm), at hospitals
that participated in the largest clinical trial of succi-
mer,? or by calling the local poison control center or
the AAP Committee on Environmental Health. The
most common adverse effects of succimer listed on
the label are abdominal distress, transient rash, ele-
vated hepatocellular enzyme concentrations, and
neutropenia. The drug is unpleasant to administer
because of a strong “rotten-egg” odor, and 40% of the
families on active drug compared with 26% on pla-
cebo found the drug difficult to administer.53 The
succimer label provides dosages calculated both by
body surface area and by weight, but the equivalent
dose by both methods would occur in a child ap-
proximately 5 years of age. For the younger children

TABLE 3. Sources of Lead Exposure and Prevention Strategies®®
Source Prevention Strategy
Environmental
Paint Identify and abate
Dust Wet mop (assuming abatement)
Soil Restrict play in area, plant ground cover, wash
hands frequently
Drinking water Flush cold-water pipes by running the water until

Folk remedies

Cosmetics containing additives such as
kohl or surma

Old ceramic or pewter cookware, old
urns/kettles

Some imported cosmetics, toys, crayons

Contaminated mineral supplements

Parental occupations

Hobbies
Home renovation
Buying or renting a new home
Lead dust in carpet

Host
Hand-to-mouth activity (or pica)
Inadequate nulrition
Developmental disabilities

it becomes as cold as it will get {a few seconds
to 2 minutes or more; use cold water for
cooking and drinking

Avoid use

Avoid use

Avoid use

Avoid use

Avoid use

Remove work clothing at work; wash work
clothes separately

Proper use, storage, and ventilation

Proper containment, ventilation

Inquire about lead hazards

Cover or discard

Frequent hand washing; minimize food on floor
Adequate intake of calcium, iron, vitamin C
Enrichment programs
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regcommended.5*

There are no ata sup ortin

typically given the drug, body surface area calcula-
tions give higher doses, which are those that are

P g the use of succimer in
children whose blood lead concentrations are less
than 45 pg/dL if the goal is to improve cognitive test
scores.

Children with symptoms of lead poisoning, with
blood lead concentrations higher than 70 pg/dL, or
who are allergic or react to succimer will need par-
enteral therapy with EDTA and hospitalization.
Guidelines for these circumstances are beyond the
scope of this statement, but the same consultation as
described above is recommended. There are aca-
demic centers that use D-penicillamine, another oral
chelator used in Wilson disease, for lead poisoning.
Its safety and efficacy, however, have not been es-
tablished,® and the AAP Committee on Drugs con-
siders it to be a third-line drug for lead poisoning.5¢

Dietary Intervention

The Advisory Committee on Childhood Lead Poi-
soning Prevention reviewed the evidence for dietary
intervention in lead-exposed children.l® They con-
cluded that there are no trial data supporting dietary
interventions aimed specifically at preventing lead
absorption or modulating the effects of lead. How-
ever, there are laboratory and clinical data suggest-
ing that adequate intake of iron, calcium, and vita-
min C are especially important for these children.
Adequate iron and calcium stores may decrease lead
absorption, and vitamin C may increase renal excre-
tion. Although there is epidemiologic evidence that
diets higher in fat and total calories are associated
with higher blood lead concentrations at 1 year of
age,” the absence of trial data showing benefits and
the caloric requirements of children at this age pre-
clude recommending low-fat diets for them.

Psychological Assessment

The Advisory Committee on Childhood Lead Poi-
soning Prevention reviewed the evidence for psycho-
logical assessment and intervention in lead-exposed
children.!® Despite data from several large epidemi-
ologic studies suggesting that moderate exposure to
lead produces specific deficits in attention or execu-
tive functions, visual-spatial skills, fine-motor coor-
dination, balance, and social-behavioral modula-
tion,*8 there is no specific “signature” syndrome yet
identified. In addition, although 2-year-olds tend to
have the highest blood lead concentrations, they will
usually not have detectable cognitive damage, which
can be expected to become more apparent at 4 years
of age and later. It seems reasonable to manage chil-
dren whose blood lead concentration is 20 pg/dL or
greater at its peak as having a higher risk of devel-
opmental delay and behavior abnormalities.’® Be-
cause the effects emerge later, after the child’s blood
lead concentration will have decreased, the child’s

e

record must be kept open even after the blood lead
concentration has decreased.

Although there is not specific literature supporting
the use of enrichment programs in lead-poisoned
children, programs aimed at children with delay
from another cause should be effective in lead-poi-
soned children.

RECOMMENDATIONS FOR PEDIATRICIANS

1. Provide anticipatory guidance to parents of all
infants and toddlers about preventing lead poi-
soning in their children. In particular, parents of
children 6 months to 3 years of age should be
made aware of normal mouthing behavior and
should ascertain whether their homes, work, or
hobbies present a lead hazard to their toddler.
Inform parents that lead can be invisibly present
in dust and can be ingested by children when they
put hands and toys in their mouths.

2. Inquire about lead hazards in housing and child
care settings, as is done for fire and safety hazards
or allergens. If suspicion arises about the existence
of a lead hazard, the child’s home should be in-
spected. Generally, health departments are capa-
ble of inspecting housing for lead hazards. Expert
training is needed for safe repair of lead hazards,
and pediatricians should discourage families from
undertaking repairs on their own. Children
should be kept away from remediation activities,
and the house should be tested for lead content
before the child returns.

3. Know state Medicaid regulations and measure
blood lead concentration in Medicaid-eligible chil-
dren. If Medicaid-eligible children are a signifi-
cant part of a pediatrician’s practice or if a pedi-
atrician has an interest in lead poisoning, he or she
should consider participating in any deliberations
at the state and local levels concerning an exemp-
tion from the universal screening requirement.

4. Find out if there is relevant guidance from the city

or state health department about screening chil-

dren not eligible for Medicaid. If there is none,
consider screenmg all children.®Children ‘shotld:

s 2y

lead exposure can be conﬁdently excluged Pedi-
atricians should recognize that measuring blood
lead concentration only at 2 years of age, when
blood lead concentration usually peaks, may be
too late to prevent peak exposure. Earlier screen-
ing, usually at 1 year of age, should be considered
where exposure is likely. A low blood concentra-
tion in a 1-year-old, however, does not preclude
elevation later, so the test should be repeated at 2
years of age. Managed health care organizations
and third-party payers should fully cover the
costs of screening and follow-up. Local practitio-
ners should work with state, county, or local
health authorities to develop sensitive, custom-
ized questions appropriate to the housing and
hazards encountered locally.

5. Be aware of any special risk groups that are prev-
alent locally, such as immigrants, foreign-born
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adoptees, refugees, or children whose parents
work with lead or lead dust in their occupation or
hobby and, of course, those who live in, visit, or
work on old houses.

6. In areas with old housing and lead hazards, en-
courage application for HUD or other moneys
available for remediation.

7. Keep current with the work of the national Advi-
sory Committee on Childhood Lead Poisoning
Prevention and any relevant local committees. Al-
though there is now evidence that even lower
blood lead concentrations may pose adverse ef-
fects to children, there is little experience in the
management of excess lead exposure in these chil-
dren. Although most of the recommendations
concerning case management of children with
blood lead concentrations of 15 pg/dL should be
appropriate for children with lower concentra-
tions, tactics that decrease blood lead concentra-
tions might be expected to be less and less effec-
tive as they are applied to children with lower and
lower bloed lead concentrations.

RECOMMENDATIONS FOR GOVERNMENT

) osure, not sunply o iscred
state and local government activities must focus
on the children who are most at risk, which re-
quires more and better data about the prevalence
of elevated blood lead concentrations in specific
communities. Prevalence estimates based on con-
venience samples or clinic attendees are not reli-

screerung programs in high-risk areas should be
integrated with other housing and public health
activities and with facilities for medical manage-

y Contmued monit C
1 be necessary. Research findings
on low-cost methods of remediating housing have
become controversial. The federal government
should support impartial scientific and ethical in-
quiry into the best way to carry out the needed

come into' contact with such a product:
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h1g chairs. Exploration of innovative, low-tech-
nology tactics should be encouraged, perhaps
through the use of special study sections or re-
view groups. Educational resources for parents
landlords need to be developed and tested.

5t hil

to-confirm-or'refute:the finding that

. blood*lead concentrations of less than 10 ug/dL-

atéassociated ‘with lower Q. The next important
step in lead research is conducting of studies in
which confounding by sociceconomic factors is
not so strong. Funding of studies in this area
needs to be given high priority, as was done in the
early 1980s when the question of effects of blood
lead concentrations less than 20 ug/dL was

problem-of childhoodlead’ pmsonmg. The ederal
government should continue measuring “chil-
dren’s blood lead concentrations in the National
Health and Nutrition Surveys to allow national
estimates of exposure and should periodically re-
survey housing to measure progress in the reduc-
tion of lead-paint hazards. In addition, state gov-
emments can improve monitoring of trends
among screened children by supporting electronic
reporting of blood lead test results to the CDC.
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Michigan Lead Safe Partnership

Testimony to the
Michigan Childhood Lead Poisoning Prevention and Contrel Commission

October 24, 2005

In our testimony at the Commission’s August 2, 2005 Hearing we briefly discussed the
critical goal of eliminating childhood Iead poisoning in Michigan by the Year 2010; and
urged increased blood lead testing and reduction of residential lead hazards. A recent
editorial by one of the country’s leading lead poisoning researchers is worthy of
repetition here:

The key to primary prevention is to require screening of high-risk, older housing units to
identify lead hazards before a child is poisoned—before occupancy ard after renovation
or abatement. Voluntary recommendations will inevitably fail. Screening and follow-up
testing of high risk children will remain an important part of lead poisoning prevention

programs, but would serve as a safety net, not the focus. Unfortunately, public health and

housing agencies lack the resources they need to protect children from lead poisoning,
and even when they do act . . . that is too little too late. V)

Specifie Action Steps for the Commission: The Michigan Lead Safe Partnership
encourages the Commission to act, or recommend actions by others, during the following
intervals:

Immediate Action

e Michigan intends to achieve its goal of eliminating childhood lead poisoning by
2010; but not all available state resources have been involved in this effort.
Numerous state agencies should be enlisted to avoid many ‘missed opportunities’
for reaching the goal. When a similar situation faced the federal government
several years ago, a Presidential Task Force ) which was convened to challenge
each agency’s mission, policies and programs, proved to be exiremely beneficial.
Michigan’s kids deserve a comparable effort by state agencies. The Commission
should request the Governor to create a Michigan Inter-Agency Children’s Lead
Poisoning Elimination Task Force, by Executive Order, or ask the legislature to
do so0 by statute;

e To fully inform the Commissioners, and the public, of recent program
enhancements, the Commission should request the Michigan Department of
Community Health for a report about the status of implementation of the seven
priority recommendations made by the Governor’s Task Force and any barriers to
their accomplishments;

e The Commission should recommend that the Governor’s Executive Budget for
FY 06/07 include full funding for implementation of the seven priority
recommendations mentioned immediately above;




As in our August testimony, we reiterate our suggestion that the Commission urge
legislative action to adopt House Bill 728 so that selective blood lead level
information can be added to the Michigan Childhood Immunization Registry,
Throughout the state, older commercial and industrial structures are being
converted for residential use such as apartments, lofts and condominiums, with no
requirement that lead hazards be identified. MLSP is now seeking sponsors for a
bill to require a risk assessment by a state certified risk assessor before occupancy
of these structures. We encourage the Commission to endorse ‘in concept’ the
development and adoption of a bill with these provisions.

Short Term Actions

Several recent laws have now been in effect for nearly a year; and the appropriate
legislative committees should conduct oversight hearings to determine progress in
implementation, barriers to progress and suggestions for amendments if those are
needed, so that achievement of the original objectives intended by the legislators
can be achieved. The Commission should communicate this proposal to the
chairpersons of the appropriate legisiative committees; and suggest scheduling of
early oversight hearings;

As highlighted in Dr. Bruce Lanphear’s editorial in the May 11, 2005 Journal of
the American Medical Association, entitled ‘Childhood Lead Poisoning: Too
Little, Too Late,’ lead hazards must be identified before children are poisoned.
MLSP is now seeking legislative sponsors for a proposed 10 year lead hazard
reduction law, similar to a statute in the State of Maryland. We encourage the
Commission to endorse ‘in concept’ the development and adoption of a bill with
these provisions.
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MICHIGAN LEAD SAFE PARTNERSHIP
18581 Jamestown Circle
Northville, MI 48168

October 24, 2005

Dr. Kimberlydawn Wisdom, Chairperson and Commissioners

Michigan Childhood Lead Poisoning Prevention and Control Commission
Department of Community Health

3423 North Martin Luther King Jr. Boulevard

P.O. Box 30195

Lansing, Michigan 48909

Dear Dr. Wisdom and Commissioners:

For the Commission’s second public hearing, as suggested in our August 2, 2005 letter to
you, we are now offering supplemental testimony. With our state goal of eliminating
childhood lead poisoning by 2010, the time for policy development, planning, legislation,
resource commitment and program implementation is very short.

Please see the enclosed MLSP Statement for additional specific action steps that our
members encourage the Commission to adopt. Since over 3000 young Michigan children
were identified as lead poisoned last year, with only fifteen percent tested, the need for
urgent action is evident.

Also, please contact one of our co-chairs if you wish additional information on these
action steps or if we can provide additional support.

Sincerely,
Y. fF 2 R Ik
Glenn Brown Paul Haan
Partnership Chair (Southeast Michigan) Partnership Co-Chair (West Michigan)

(248) 374-6075 (616) 241-3000
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Good Afterncon,

My name is Jim Helmstetter. | am the Director of Environmental Health Services at the Health
Department here in Genesee County. Our Environmental Health Division manages a Lead
HUD Program and a Lead Educational Outreach Program.

Lead is the greatest environmental health risk to today’s young children. Lead residue from
lead-based paint, leaded gasoline, lead smelting operations, and other historical uses remains
in our environment to this day. Elemental lead does not break down:; it will remain in the
communities of Michigan until proper abatement measures are taken. In other words, lead will
continue to poison our children until we, ourselves, take appropriate measures to eliminate it
from the environment. Lead poisoning is not a problem that will take care of itself.

The use of lead-based paint in housing was banned in 1978. Over 90% of the housing units in
Flint were constructed prior to 1979, according to the 2000 U.S. Census. HUD estimates that
over 60,000 housing units in Genesee County contain lead. Lead poisoning is not just an urban
issue, however, older rural homes and structures are likely to contain lead-based paint. Busy
intersections and areas near highways are lead-burdened. The ground that our children play
upon can contain harmful quantities of lead from past uses. Again, the lead will not disappear
over time; it will remain where our ancestors have placed it until we remove it ourselves.

In adults, lead exposure has been associated with cardiovascular disease, miscarriage, nerve
disorders, renal disease, and a decline in cognitive abilities. Evidence shows that lead in the
bloodstream of a mother can be passed to the fetus, resulting in brain damage, or even death.

Childhood lead exposure can lead to a myriad of illnesses, including damage to the nervous
system, renal system, and loss of hearing. Low-level exposure to lead during early childhood
can also cause learning disabilities, attention deficit disorder, decreased intelligence, poor
muscle coordination, decreased muscle and bone growth, as well as speech, ianguage, and
behavioral problems. High level exposure can cause seizures, unconsciousness, and even
death. Many of the conditions caused by early childhood lead poisoning are irreversible. The
long-term damage to children, their families, and society can be devastating.

We believe that the continued existence of such a risk in our homes and communities is also a
social justice issue. Economic and social disparities in our communities are glaring. Primary
prevention activities in high risk areas, such as those that exist in our county, serve to reduce
the disparily in minority populations and the poor.

Increasing public education and awareness regarding lead paint hazards is an essential
element in an effective primary prevention program. The Genesee County Health Department
is attempting to increase public education on the subject through community-based
organizations, mass media, and continued interaction with the public during the course of
carrying out our core programs. Despite our best attempts at educating the public about lead-
related hazards, interim controls, and proper cleaning methods, it appears that our efforts have
not been effective enough to motivate people to actually do what is needed to minimize lead
exposure until proper abatement measures are undertaken. It would be in the best interest of
all stakeholders to compile and share information and experiences in order to identify the most
effective education strategies for future local health department activities. A list serve for this
type of information exchange should be created, maintained, and made available to health
professionals and educators.
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Speaking on behalf of the citizens of Genesee County, | applaud both the State’s legislative
efforts and assistance in finding effective ways to eliminate environmental lead from our
community. Our means for enforcing recently passed legislation at the local level is somewhat
ambiguous. If we are to reach the 2010 goal, local health departments need cooperation and
possibly legislative assistance from the State government. In order to effectively address the
issue, we request that a streamlined enforcement protocol be drafted and distributed to local
health departments and county prosecutors.

When we react to a lead poisoning case, it is already too late to reverse the damage that has
been done to the child. This is why our focus must be on action, primary prevention activities,
not reaction. Eliminating the lead hazard from existing homes before families move in is the
only way to effectively safeguard our communities, our children, and future generations from
suffering further damage.

Lead poisoning is preventable and unnecessary. Resent research has shown that education
and our current housing remediation strategies alone can not abate our lead hazards. Tough
legislation and enforcement is needed. We ask that the State of Michigan assist us in our
enforcement and educational efforts through tougher legislation and increased funding for the
primary prevention of lead.

Our joint goal must be zero exposure to lead for our children and for all our citizens.

Thank you for the opportunity to speak on Primary Lead Prevention.

JH:Is:U\jim\Tastimony 10-05.doc
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Flint, Michigan

Good afternoon. My name is John McKellar and | am the Director of the Personal
Health Division at the Genesee County Health Department.

I would like to welcome Commission members to Flint and our County, especially on this
occasion of National and State Lead Poisoning Prevention Week. The Genesee County
Health Department appreciates Governor Granholm’s, Surgeon General Wisdom’s and
this Commission’s focus on such an important and preventable health issue. 1thank you
for the opportunity to provide comment today.

My colleague, Jim Helmstetter, Director of Environmental Health Services at the
Genesee County health Department, provides in his written testimony the myriad
consequences of childhood lead poisoning. We are sure the choir in this room needs no
preaching. Mr. Helmstetter also emphasized the importance of primary prevention and
the need for clarification and support in the application of the new legal sanctions.

I would like to describe recent stepped-up activities in Genesee County to address
childhood lead poisoning, and suggest that legislative and financial support for local
heaith departments to perform similarly can have a significant impact on this issue.

e As!lam speaking right now, Health Department staff are working collaboratively
with local Medicaid health plans to conduct joint screening clinics at Health
Department facilities. Our Medical Director, Dr. Gary Johnson, issued a letter that
was mailed by the health plans to members announcing the joint effort and strongly
encouraging participation.

s The Genesee County Health Department has introduced lead screening as a
routine component of children’s visits to our WIC clinics.

e A door-to-door education and screening campaign, in partnership with an
Afrocentric community-based organization, is under way in the highest at-risk zip
code in Flint, made possible by grant funding from the Michigan Department of
Community Health’s Health Disparities Reduction and Minority Health Program.

* The Genesee County Health Department is also in the early stages of convening a

Greater Flint Lead Safe Children community coalition to maintain focus and
coordination of activities.
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In 2002, the Genesee County Board of Commissioners approved a comprehensive
strategic plan for the Genesee County Health Department for the fiscal years 2003-2007.
The overarching goal of work over the five-year period is “to improve the health status of
Genesee County residents, with particular attention to reducing racial health disparities,
through key prevention and intervention strategies.” Among the ten strategies, and
particularly consistent with lead poisoning prevention work, is “reduction of exposure to
harmful environmental agents.”

Children at the highest risk for lead poisoning are African American, living in families with
low incomes, living in housing that was built prior to 1946. The 48505 zip code has been
selected as the focus of our special grant-funded work because 85% of all children
under age 6 years living in that zip code area are African American. Additionally, the
area is one of the most impoverished areas in the City of Flint with 38% of its housing
stock built before 1950. Although this area should have universal lead screening of
children based on CDC guidelines, only 14.6% of all children under 6 years were
screened in calendar year 2003.

There are multiple levels of influence on the low rates of lead testing in Genesee County
and other communities. These include factors such as access to health care, health care
provider practices (in spite of Medicaid screening requirements), patient (or in the case
of young children, parent/guardian)-provider communication competence, as well as
health care providers’ and parents/guardians’ knowledge, attitudes, and beliefs about the
issue.

Lead-focused special funding to our Health Department is very much appreciated, and
its continuation is essential. Other local health departments in Michigan, as well, could
be called upon and financially supported to exercise their convening and collaborating
expertise to marshal improved iocal responses to this important public health matter.

Thank you.

Page 2 of 2



The Effect of Lead Poisoning on School and School District Performance:
e

A Preliminary Examination

By

Lyke Thompson, Director
The Center for Urban Studies
College of Urban, Labor and Metropolitan Affairs
Wayne State University
Detroit, M1
Ad5122@wayne.edu

And
Dora Ion
Department of Political Science
Wayne State University
Detroit, MI



Introduction

Lead poisoning affects millions of children in the United States each year. Most
of them live in urban areas. In Michigan, for example, two thirds of the estimated 20,000
children poisoned every year live in Detroit and its suburban areas. The consequences of
lead poisoning include loss of intelligence, decreases in school achievements, loss of
impulse control, and a range of different other impacts. Medical research has established
fairly clearly that these consequences occur at the individual level. A question that still
needs to be answered is whether the consequences identified for individuals are also seen
at the aggregate level in locations where there are concentrations of lead poisoning cases.

Lead poisoning tends to be concentrated in older areas of central cities, because
the leading cause of lead poisoning today is the decayingrlead paint in houses built prior
to 1978 and particularly in those built prior to 1950. The lead from the paint chips and
dust formed on the floors and window sills of these old buildings reaches the blood and
bones of toddlers through mouthing habits and mere inhalation, poisoning them. The
same areas where lead poisoning is concentrated are also the areas of our society where
schools are said to under perform. Could it be that the educational underperformance of
these intercity schools is related to the large number of lead poisoning cases in the
intercity areas? That is the key question that this article seeks to address.

The importance of this question stems from the fact that this country is devoting
large amounts of money, increasing amounts of political will and strenuous
administrative reform efforts towards its failing schools. Today, almost every possible

player has been considered as the possible source of failure for these schools. Teachers,



parents, administrators, school organization and administrative superstructures have all
been blamed for the failure of intercity schools at one time or another.

The governing of school districts has been totally reconfigured in some cities,
based upon the belief that administrative restructuring would improve school
performance. Teacher salaries and the number of children per teacher have been
considered as possible causes. This article simply assesses the possibility that some
portion of the problem may be associated with the housing and lead paint rather than with

any aspect of the school system itself.

Literature review

Lead poisoning has been shown to cause a range of behavioral and intellectual deficits
that might lead to school failures. One of the most intensively studied aspects of lead
poisoning concerns its impact on intelligence, lead being shown to impair children’s
intelligence quotient (IQ) at all levels of exposure. Therefore, it is no longer accurate to
assert that impairment due to lead occurs exclusively in children presenting clinical
symptoms of lead poisoning. Impairment of intelligence occurs in asymptomatic
children'. IQ decrements are illustrated in differences on the verbal, full scale and
performance intelligence test scores between children in higher and lower levels of lead

exposure” producing long-term and irreversible effects of early poisoning3. Quantitative

! Researchers exclude from the study children with an encephalopathy diagnostic in the past, mentally retarded and
those with a history of lead poisoning.

? Such differences range between 3.8 and 4.6 1Q points scores in a study examining the intelligence test scores of
children with various dentine lead levels (lead is considered to be more resilient in bones than in blood). Needleman et
al.(1979). Deficits in Psychological and Classroom Performance of Children with Elevated Dentine Levels. New
England Journal of Medicine, 300, 689-95.

* Follow-up studies demonstrate that blood lead levels measured at 24, 57 months are inversely correlated with the full
scale IQ and Verbal and Performance IQ scores. Needleman, H. L., & Bellinger, M. A. (1992). Low Level Lead



estimations of the intellectual impairment indicate that an increase from 10 pg/dl to 20
ug/dl in blood lead level is associated with 2.57 points decrease in 1Q".

Even at levels at which the possibility of encephalopathy’ is excluded, lead has
 been proven to be responsible for serious intellectual impairment in children®. Current
research has not established a threshold below which lead does not produce intelligence
impairment’. Even though the intelligence test scores decrease gradually for lead levels
below 30 pg/dl, deficits in intellectual performance are evident even at blood lead levels
below 10 pg/dl BLLE,

The effects of lead poisoning tend to persist, even after researchers control for
potential variables such as socio-economic status, parental and maternal IQ coefficient or
education, quality of home environment and others. Researchers generally control for

potential confounding variables such as socio-economic status, parental and maternal 1Q

Exposure, Intelligence and Academic Achievement — a Long-term Follow-up Study. Also, the children’ s IQ scores
measured on various scales at 2, 7 and at 11-13 years of age are significantly associated with postnatal lead at all ages
(6,15 and 24 months). Banghurst, P., et al. (1996). Lifetime exposure to Environmental Lead and Children's
Intelligence at 11-13 Years — the Port Pirie Cohort Study. BMJ, 312, 1569-75.

4 This association was established by Joel Schwartz in a meta-analysis of previous studies. (1994). Low Level Lead
Exposure and Children’s 1Q. Environmental Research, 65, 42-55. In their longitudinal study Banghrurst et al (1996)
find that for a doubling in lifetime average blood lead concentrations at age 11-13, the mean score for full scale I1Q
decreases by 3.0 points.

% According to Lidsky and Schneider, acute encephalopathy occurs at [evels above 40pg/dl. Lidsky T. and Scneider
1.,(2003), Lead neurotoxicity in children: basic mechanisas and clinical correlates, Brain, 126:5-19.

5 In 1981, Yule and others found that lead at levels below 33ug/dl was responsible for intelligence decrements in
English children, even when social factors were controlied for. Yule W. et al. (1981) The Relationship between Blood
Lead Concentrations, Intelligence and Attainment in a School Population: A Pilot Study, Develop. Med. Child. Neurol.,
23, 567.

? Schwarlz (1994) and Needleman and Gastonis (1990) especially investigated this aspect through meta-analyses. The
fatter found that low doses of lead exposure determine psychometric deficits in children, eliminating the previous
methodological criticism regarding the selection bias, bias in markers of exposure etc. Needleman, H. L., & Gastonis,
C. A. Low Level Lead Exposure and the IQ of Children: a Meta-analysis for Modern Studies. Journal of the American
Medical Association, 263, 673-8.

& Such cognitive deficits are discovered in preschool children of three to five years of age. Canfield, et al. (2003).
Intellectual Impairment in Children with Blood Lead Concentrations Below 10 pg/dL. Public Health Reports, 348(16),
1517-26.



coefficient or education, quality of home environment and others. Evidence of a negative
relationship between lead and children’s intelligence test scores is not confined to the
United States. Studies have found similar effects in Taiwan, Europe, and New Zealand’.

Apart from effects on intelligence, lead is also responsible for impairing visual
and fine motor coordination, leading to lower reaction times in accomplishing tasks, and
eventually, to weak overall classroom performance. Inability to follow simple directions
and sequences was found in higher classes of lead exposure in first and second grade
children evaluated by their teachers'?, as well as in lead exposed children between the
ages of 1 and 3 years old''. However, the prevalence of task dysfunctions combined with
difficulties in concentrating seems to differ with respect to gender, being more evident in
lead poisoned girls than in boysu.

Reading dysfunctions represent specific manifestations of asymptomatic lead

poisoning. These are often associated with poor language and lower 1Q performance13

% Associations between lead and intelligence test scores of Taiwanese children are inversely correlated (1=-0.26, r=-
0.19) but they lose significance after controlling for family factors. Rabinowitz, M et al. (1991). Dentine Lead and
Child Intelligence in Taiwan. Environmental Health, 46(6), 351-61. In Europe, Winneke et al. (1990} found a weak but
significant relationship between lead-exposure and psychometric intelligence in an overall analysis of full sets of data
from various independent studies. Winneke, et al. (1990) Results from the European Multicenter Study on Lead
Neurotoxicity in Children: Implications for Risk Assessment. Neurotoxicology and Teratology, 12, 553-59. A study
conducted in London (Yule, 1981) also found a strong association between [ead exposure and intellectual performance.
Similar findings were presented in a New Zealand study. Fergusson, D. M., et al. (1988). A Longitudinal Study of
Dentine Lead Levels, Intelligence, School Performance and Behavior — Part 11, Dentine Lead and Cognitive Ability.
Journal of Child Psychology and Psychiatry and Allied Disciplines, 29 (6), 793-809.

1* Needleman et al.,1979.

' De |a Burde, B., & Choate, M. L. (1975). Early Asymptomatic Lead Exposure and Development at School Age.
Journal of Pediatrics, 87(4), 638-42.

PHowever, in boys, the direction and task clustér dysfunctions is more prevalent in the highest quartile of cord blood
lead. Leviton, A., et al. (1993). Pre- and Post-natal Low Level Lead Exposure and Children’s Dysfunction in School.
Environmental Research, 60(1), 30-43,

13 The risk of reading disability presents an odds ratio of 5 to 8 in those youngsters with dentine lead levels above 20
ppm. Needleman and Bellinger, 1990,



and are present throughout the adolescence years',

Overall low performance on
examinations is also a common condition found in children in all categories of lead
exposure, but seemingly, lead impairs reading and spelling more than mathematics
abilities and performance'. Although lead exerts a negative effect on all aspects of a
child or adolescent’s school performance, reading test scores show the largest impact,

even at levels of exposure below 5 pg/dl'

. The negative effects of lead on education
seem to accumulate across time so that adolescents who were highly exposed to lead at
preschool ages more often leave school without qualifications and have lower levels of
success on school examinations'’. Moreover, in this context of low overall academic
performance, the risk of absenteeism and the dropout rates increase '®. The odds ratio of
leaving school without graduating for youngsters with lead levels higher than 20 ppm is
estimated at about 7 to 4",

Lead is also associated with a series of behavioral problems that affect school
performance directly and indirectly. Indirectly, withdrawal and low popularity among

classmates are conditions related to childhood lead poisoning, contributing to anxiety and

low overall class performance®. Teachers report that 6-year-old lead exposed children

1* Adolescents who suffered lead exposure at ages 6-7 present poorer reading abilities at 18 years of age. Fergusson, D.
M., Horwood, L. J., & Lynskey, M. T. (1997). Early Dentine Lead Levels and Educational Outcomes at 18 Years,
Journal of Child Psychology and Psychiatry and Allied Disciplines, 38(4), 471-8.

' Yule, 1981.

16 Lanphear, B. P., ¢t al. (2000). Cognitive Deficits Associated with Blood Lead Concentrations Below 10 pg/dL in US
Children and Adolescents. Public Health Reports, 115,

17 Fergusson, et al., 1997.

¥ De la Burde and Choate, 1975, Fergusson, et al 1997,

PYNeedleman and Bellinger, 1990.

20 De Ia Burde and Choate, 1975



exhibit internalizing behavior, accounting for a propensity to loneliness and depression®'.

Such manifestations have been found even earlier, in 2 to 5 year-old-children exposed to
lead, combined with a whole range of somatic problems, encompassing sleeping
dysfunctions, aggressive and schizoid behavior*”. Lead exposure also causes low
emotional regulation. This produces behavior such as high distractibility, attention
deficits, hyperactivity, self-destructiveness and easy frustration®.

Attention deficits directly impair classroom performance®. Elevated blood lead
levels, as measured in hair samples are associated with attention deficit disorder. This
relationship remains strong even after controlling for age, ethnicity, gender, and
socioeconomic status and it is confirmed by attention-deficit hyperactivity disorder
diagnostics in the same children®. Attention problems caused by lead are also associated
with aggressive, impulsive and delinquent behavior over long periods of time during the
school years®. Attention deficit disorders and aggressiveness caused by lead are related

to disciplinary problems at ages of 13-14 years and to later serious anti-social behavior?’.

Also, emotional impairment due to lead exposure in the childhood years has been linked

2 Bellinger, D., et al. (1994). Pre- and Post-natal Lead Exposure and Behavior Problems in School-Aged Children.
Environmental Research, 66, 12-30.

22 gciarillo W. et al. (1992). Lead Exposure and Child Behavior, American Journal of Public Health, §2, 10.

3 Children in the lead group (10 -24.9ug/dl) scored 15.8 points lower than children in the non-exposed group on the
Behavior Rating Scale. For the Emotional Regulation Factor (hyperactive/distractible/easy frustration) and the
Orientation Engagement Factor (fear/withdrawal/disinterest behaviors) their mean score was 14.6 points and 14.1
points lower than the mean scores of the children in the non-lead group. The BRS was scored as a percentile, so that
lower scores reflected problematic results. Mendelsohn, et al. (1998), Low Level Lead Exposure and Behavior in Early
Childhood. Pediatrics, 101(3).

Y Attention deficits are found in lead exposed children evaluated by their teachers (Needleman et al, 1979, Needleman
and Bellinger, 1990, Leviton et al, 1993, Fergusson et al, 1988).

2 Tuthill, R. (1996). Hair Lead Levels Related to Children’s Classroom Attention Deficit Behavior. Environmental
Health, 51(3), 214.

26 Needleman, H. L.t al.(1996). Bone Lead Levels and Delinquent Behavior, Journal of the American Medical
Association, 275 (5), 363-370

*" Denno, D. (1990). Biology and Violence. New York: Cambridge University Press.



to cruel impulsive behavior later in the adolescence years™

. Lead is strongly associated
with the frequency and the gravity of offenses in male youths, predisposed to aggressive
behavior, at ages 7-17; with disciplinary problems at 13-14 years of age and with
criminal behavior later in adulthood at 18-22 years”. Evidence about delinquent behavior
related to lead exposure during early childhood is strengthened by parental and children’
self-reports regarding the frequency of offenses among higher lead exposed ten-year old

% and also among low lead exposed adolescents’’. Drug use (marijuana

children
consumption) is one of the most frequently reported offenses by parents and lead exposed

youths.

Methods

Given the literature documenting detrimental effects, it is reasonable to argue that
lead poisoning has a significant and substantial effect upon intelligence and forms of
behavior linked to intelligence. Is it then also reasonable to suggest that where lead
poisoning prevalence is higher, its effect will show up in the aggregate performance of
children in school? The answer to this question might depend on several factors.

First and foremost, it probably depends on the share of children who are affected
by lead poisoning. So, if only a small percentage of children are affected by lead

poisoning and those are marginally affected, it is unlikely that there would be any effect

28 Byers, R., & Lord, E. (1986). Late Effects of Lead Poisoning and Mental Development. American Journal of
Diseases of Children, 66(5), 471-49.

2 Denno, 1990.

3 Needleman, H. L.,et al.(1996). Bone Lead Levels and Delinquent Behavior. Journal of the American Medical
Association, 275 (5), 363-370.

31 Dietrich, K. et al. (2001). Early Exposure to Lead and Juvenile Delinquency. Neurotoxicology and Teratology, 23(6),
511-18,



on school performance. On the other hand, if a substantial proportion of children are
impacted, then the effect is more likely to be evident.

Second, the ability of statistical tools to capture any impacts that may exist also
depends upon the measurements taken. There is a potential for measurement error on
both the dependent variable—school performance- and on the independent variable—
lead poisoning.

School performance can be measured in many ways. Here we will use two ways.
First, we will use a standardized test called the MEAP, the Michigan Educational
Assessment Program that is given to schoolchildren throughout Michigan annually. It is
given to students at various age levels across the grade levels and is intended to measure
levels of achievement of students. Here we use scores that indicate the percentage of
students passing MEAP either at the district level or at the elementary school level.

Lead poisoning can be measured fairly precisely at the individual level using tests
that assay the extent of lead in a child’s blood. These tests measure the micrograms of
lead per deciliter of blood. Here we rely upon data for individual children that have been
collected through the Michigan Department of Community Health. We use data for the
year 2001 and some for 2002. An important problem with this data comes from the
manner in which it has been collected. Lead tests are generally done by physicians or
their nurses or at laboratories. In some Michigan areas, such as Detroit, policy requires
that every child be tested. In other areas, policy only recommends lead testing for
children if they live in an older house or have other risk factors. In both cases, far fewer
children are tested than should be the case. Only 11 percent of the children under six

years of age were tested statewide during 2001. Whether these children are a



representative sample of all children at risk is unknown, and this could affect the validity
of our statistical conclusions.

These lead poisoning data are collected by the Department of Community Health
from laboratories and doctors across the state, and while there are data collection
standards, they are not always followed. Address data necessary to geocode the lead
poisoning cases to school districts or school boundaries are not always available.
Therefore, a certain number of cases are lost in the geocoding process.

This study undertakes two types of ar‘lalyses. First, childhood lead poisoning data
was geocoded to school districts across the state of Michigan and used to predict levels of
success on MEAP tests for those schools districts. This analysis, thus, considers the
district as the unit of analysis and uses 2001 data. It uses elementary school MEAP scores
together with lead poisoning data for all children from that district. The lead poisoning
data will often take account of children of various ages, including some who are both old
and younger than elementary school. Given the low lead testing rates, in most districts we
would not have enough data to proceed, if we only examined elementary school students.
Sp, the lead poisoning measure must be seen as a proxy measure, and it is somewhat
inexact.

Our second analysis uses data for 2002 for the City of Detroit, where lead testing
levels were approximately 33 percent. This improves the chance that data are
representative of the population of children. Given the higher number of cases, we are
able to concentrate on children old enough to be in elementary school, so that the match
is better between the achievement testing data and the blood lead data. In this instance

lead poisoning cases were geocoded to elementary school attendance areas, and lead
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poisoning measures were associated with achievement scores for those elementary
schools.
Two control variables were used, the percentage of economically disadvantaged

children and the percentage of white students.

Results

The dependent variable in the cross sectional analysis of school districts is the
percentage of students passing the MEAP tests they took. The independent variables used
for this version of the analyses are the median income of the district, based upon Census
data, the percentage of students who are white and the logged percentage of the districts
children that tests indicate might be lead poisoned. The lead poisoned percentage is
logged to adjust for a highly skewed distribution.

At the district level, the results show that the percentage of lead poisoned children
in the district is the only significant predictor of MEAP scores in the equation. The
direction of the effect is negative, as expected, indicating that lead poisoning tended to be
associated with lower MEAP scores (see table 1). Overall, however, the equation
explains 10.4 percentage of the variance, indicating that many other factors are in play
here as well.

At the level of Detroit Public School system, the cross sectional analysis used two
dependent variables. The first dependent variable was the MEAP passing rate for each
school, while the independent variables were similar to those used in the district level

analysis. These included the ratio of children with lead poisoning to the number of
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studénts in the attendance area, the percentage of students that are economically
disadvantaged, and the percentage of white students.

When the MEAP passing rate is used as the dependent variable in an ordinary
least squares analysis, only the economically disadvantaged variable is significant. (See
Table 2.) In this case, it turns out that the lead poisoning ratio and the percentage of
economically disadvantaged children are sufficiently correlated and that the economic
variable overcomes the effect of lead poisoning.

Finally, a logistic regression was estimated using as a second dependent variable
whether or not the school achieved Adequate Yearly Progress, a measure defined under
the No Child Left Behind Act. This is a variable that is calculated for schools but not
districts. Here we used as the dependent variable an indicator variable showing when the
school failed to achieve AYP in both math and reading. We used the same independent
variables as in the previous analysis.

The results show that the lead poisoning ratio is the only significant predictor of
failing to achieve AYP either in math or in reading (See Table 3). The overall results are

significant, but achieved a r-square of only 6.1 to 9.8 percent.

Conclusions

This is a preliminary attempt to estimate whether there is a relationship between
school performance and lead poisoning. Using geocoding we were able to locate lead
poisoning cases in school districts and within Detroit in elementary school attendance
zones. There are challenges to this procedure, both because of the low levels of testing

for lead and the inability to geocode all cases to a district or school attendance area.
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There are also questions as to whether school achievement tests are sufficiently precise to
capture the effects of lead poisoning.

Still, in two of the three analyses conducted here lead poisoning did appear to
impact MEAP scores or AYP. The importance of this is that it suggests a major
alternative explanation for the failure of inner city schools. Instead of blaming that failure
on teacher quality, school quality, administrative or family structures, these results open
up the possibility that something is physically different about school children in older
neighborhoods. They may have been poisoned to such an extent that their ability to learn
is limited.

This is important in that, if it is true that lead poisoning limits school
performance, it would substantially change the policy agenda for urban education. It
would force schools to be concerned with the early childhood living conditions of their
future pupils. It would say that educational policy is dependent at least partially on
housing policy and community development. It would argue that improving schools
means putting children in safe environments from birth onward. And it would eliminate
the need to engage in endless discussions about school reorganizations, charter schools
and vouchers. We could concentrate our policy and our discussion on actions that

demonstrably increase the intelligence of children.
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Table 1

MEFEAP score predictions for District Level Analysis

Unstandardized Standardized
Coefficients Coefficients

B Std. Error Beta t Sig.
{Constant) 46.864 2.724 17.201  .000
MEDINC 0.05486 .000 068 1.630 .104
WHITEPCT -.027 027 -.042 -1.014 311
LGLDPCT -6.977 920 -316 -7.586  .000
a Dependent Variable: MEAP Passing Score for District
Table 2
Regression Table for School Level Analysis

Unstandardized Standardized
Coefficients Coefficients
B Std. Error Beta t Sig.
(Constant) 56.651 8.182 6.924 .000
LEADPCTS -.281 254 -102  -1.106 271
Percentage white
students -.110 127 -.076 -.865 .389
Economically
disadvantaged -.246 12 -199  -2.198  .030
a Dependent Variable: MEAP Passing Rate
Table 3
Logistic Regression of School Level Variables Predicting AYP
B S.E. Wald df Sig.  Exp(B)

ECONOMIC 016 021 598 1 439 1.017
WHITE 023 020 1.251 1 .263 1.023
LEADPCTS 099 042 5544 1 .019 1.104
Constant -3.546 1.620 4788 1 .029 .029

a Variable(s) entered: ECONOMIC, WHITE, LEADPCTS
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Introduction

The purpose of this memorandum is to better acquaint the Childhood Lead
Poisoning Prevention and Control Commission (Commission) with the work
of the Wayne County Prosecutor’s Office (Office) and its practical application
of recently enacted legisiation that makes it a criminal offense for landlords to
knowingly rent lead-infested premises to families with minor children. MCL
333.5475a

Philosophy and Goals

At the outset, it should be noted that, in lead-based paint cases, it is neither the
goal nor the philosophy of our Office to incarcerate, assess penalties, or even
to secure the conviction of recalcitrant landlords. Our goal is to remediate
lead hazards and prevent lead-based paint poisoning in the children of Wayne
County. This is best accomplished with our Diversion Program (Diversion),
which holds landlords accountable and provides the educational resources
needed to prevent the landlord from unwittingly poisoning additional children.

The Diversion Program

The Wayne County Prosecutor’s Office Pre-Trial Diversion Division will
consider defendants who have no criminal history and who are charged with
non-assaultive crimes for the program. If the defendant qualifies for the
program, an individual agreement will be reached between the Office and the
defendant as to what steps defendant must take to rectify his or her
wrongdoing. If defendant completes the terms of the agreement in the
requisite time period, the case against defendant is dismissed.

Case Histories:

Since enactment of the statute making it a criminal offense to knowingly rent
lead-infested premises to families with minor children (MCL 333.5475a), our
Office has sent violation notices to about two-dozen landlords. Most of the
landlords who were sent notices abated the hazard without any further action
on our part being necessary. Several of the landlords had previously received
notices from the local health department advising them of the hazard and
warning of potential fines that could be imposed if they failed to remediate.
Although the landlords tended to ignore those notices, in some cases for over
a year, they immediately responded to notices from our Office warning of the
possibility of criminal prosecution. Thus, the statute, MCL 333.5473a, is
effective in getting landlords’ attention and cooperation in abating lead
‘hazards.

Thus far, we have had to actually charge only three landlords in Wayne
County. In those cases, all landlords have entered into our Diversion program
and agreed to do the following to avoid a criminal conviction:

1. Hire a certified lead abatement contractor to abate the lead hazards in
the charged property.
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2. Pay to relocate the family during the abatement process of the charged

property.

Provide our Office with a list of all other properties owned by landlord

that house families with children under the age of six.

4. Permit Health Department Inspectors to perform risk assessments on
those properties for lead-based paint hazards.

5. Hflead-paint hazards are found (as they have been in every case), hire a
certified lead abatement contractor to abate the hazard.

6. Pay to relocate the families in the above-mentioned properties during
the abatement process.

7. Permit the Health Department to perform clearance testing on all
properties before families re-occupy them.

8. Attend an 8-hour training course in lead safe work practices to,
hopefilly, educate the landlord to safe work practices that will prevent
exposure to future children in other properties owned by defendant.

(V)

Thus far, compliance has been 100% in the Wayne County cases filed. We
have not actually convicted any defendant under the new statute because il
landlords charged redmediated the hazard, complied with the terms of their
diversion agreement, and thus, had the case against them dismissed, We
have not assessed penalties or fines in any of the cases charged under the new
statute because we believe doing so harms children by diverting monies better
spent on abatement activities.” By requiring the defendants to disclose and
permit inspection of other properties that house children under six we are,
arguably, preventing the lead poisoning that would likely have occurred in the
children inhabiting those hazardous properties.

It should be noted that our ability to file cases in Wayne County has been
compromised by concerns with HIPAA and the disclosure of EBL-identified
children. At present, we are working with the Wayne County Executive’s
Office and the Michigan Department of Community Health (MDCH) to
resolve the issue. The Michigan Department of Community Health (MCDH)
is seeking to amend their administrative rules. At present, State
Administrative Rules prohibit the MCDH from disclosing EBL-identified
children to any entity other than the local health departments. The proposed
amendment would permit them to disclose those results directly to our Office.

Common Misperceptions

There is a misperception that landlords who take a proactive approach and test
for lead-based paint hazards will expose themselves to criminal prosecution.
This is not true. In fact, a landlord who tests for, and attempts to remediate,
lead-based paint hazards before a child is identified as having an elevated
blood lead level(EBL) is insulating him or her self from criminal liability.
The statute, MCL 333.5475a, clearly requires the prosecutor to prove a
negative, to wit, “not acted in good faith to reduce the lead paint hazards

(VN



through interim controls or abatement or a combination of interim controls
and abatement.”

' MCL 333.5475a provides, in pertinent part, as follows:

(1) A property manager, housing commission, or owner of a rental unit who rents or
continues to rent a residential housing it to a family with a minor child who is found to
have 10 micrograms or more of lead per deciliter of venous blood is subject to the penalties
provided under subsection (3) if all of the following apply:

{a) The property manager, housing commission, or owner of the rental unit has prior actual
knowledge that the rental unit contains a lead-based paint hazard.

(b) At least ninety days have passed since the property manager, housing commission, or
owner of the rental unit has actual knowtedge of the lead paint hazard.

(c) The property manager, housing commission, or owner of the rental unit has not acted in
good faith to reduce the lead paint hazards through interim controls or abatement or a
combination of interim controls and abatement.

(2) A property manager, housing commission, or owner of the rental unit is presumed to have
prior actual knowledge that a unit contains a lead-based paint hazard only if 1 of the following
applies:

(a) The property manager, housing commission, or owner of the rentai unit signed an
acknowiedgement of the hazard as a result of a risk assessment under this chapter at the
time the risk assessment was made.

(b) The property manager, housing commission, or owner of the rental unit was served as a
result of a risk assessment under this chapter with notice of the hazard by first-class mail
and a return receipt of this service was obtained.

(3) A property manager, housing commission, or owner of the rental umit convicted of
violating this section is guilty of a crime as follows:

(a) Except as provided in subdivision (b), the property manager, housing commission, or
owner of the rental unit is guilty of 2 misdemeanor punishable by imprisonment for not
more than 93 days or a fine of not more than $5,000.60, or both.

(b) I the property manager, housing commission, or owner of the rental unit was previously
convicted of violating this section or a local ordinance substantially corresponding to this
section, the property manager, housing commission, or owner of the rental unit is guilty
of a misdemeanor punishable by imprisonment for not more than 93 days or a fine of not
more than $10,000.00 or both.

4) The property manager, housing comnission, or owner of the rental unit may
assert one or more of the following as an affirmative defense in a prosecution of violating
this section, and has the burden of proof on that defense by a preponderance of the
evidence: .
i) That the property manager, housing commission, or owner of the rental umit
requested or contracted with a person having responsibility for maintaining the rental unit
to reduce the hazard through interim controls or abatement and reasonably expected that
the hazard would be reduced.

() That the tenant would not allow eniry info or upon the premises where the hazard is
focated or otherwise interfered with correcting the hazard.

(5) As used in this section:
(a) “Property manager” means a person who engages in property management as defined in
section 2521 of the occupational code, 1980 PA 299, MCL 339.2501.



(b} “Lead-based paint hazard” means that term as defined in section 5438 of public health
code, 1978 PA 368, MCL 333.5458.

* In. October of 2004, our Office did assess a fine in one case that predated MCL 333.5475a.
In that case, the fine was directed to the Wayne County Environmental Trust Fund where it
could be used to pay for abatement activitics.
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Good Afternoon. My name is Mary Sue Schottenfels and I am the director of
two community based lead poisoning prevention programs in Detroit—
CLEARCorps/Detroit and . EAP Detroit. As you know, lead poisoning is a
very, very serious health concern for Detroit children, as it is for children in
several urban and rural areas of the State of Michigan. In Michigan as a
whole, less than 2% of children under 6 are lead poisoned. In Detroit, triple
that number, or 6%, have elevated lead levels. And on Detroit’s eastside,
where we concentrate our efforts, close to one in five, or 20% of children
under 6, are lead poisoned.

Of course, we all know about the devastating effects of lead poisoning on an
individual child. Children that have lowered 1Q, slowed learning and speech
acquisition, and hyperactivity have much less chance of succeeding in
school or in life. Children who have been lead poisoned are seven times
more likely to drop out of school. And the impact on the community as a
whole is no less devastating. Schools are faced with children who can’t learn
at the same rate as other children, who are often frustrated and disruptive.
Parents are called away from jobs as children act out. Employers are faced
with potential workers who are ill equipped. And society as a whole pays the
cost via special education costs and incarceration costs.

So what do we do as a society and what can this Commission do??

First of all, we as CLEARCorps and LEAP Detroit firmly believe that there
are several strategies that together can make real progress towards solving
the lead poisoning crisis.

1) We need additional dollars to make housing lead safe. There is no
question that the number one solution to having a lead safe
community is having lead safe housing. The Commission should

support increased funding for lead hazard remediation through

A program of GDAHC and CLEARCorps/USA
Funded by BASF Corporation, US Department of Housing and Urban Development, Michigan Department of Community Health




funding sources such as the Healthy Michigan Fund and other
discretionary funding sources. The Lead Hazard Remediation
Program managed by Wesley Priem is an exemplary program,
efficiently run, creative and collaborative. This program should
receive increased funding to assure that the state’s housing stock is
made lead safe.

2) We need to assure that training opportunities increase throughout the

State. Contractors, home renovators, landlords, homeowners, all need
to understand and commit to remodel and renovate properties in a lead
safe manner. Improper renovating is a major danger for children in
our State. CLEARCorps and LEAP Detroit, just last week, sponsored
such a training, which was attended by over 50 participants. The
Commission should call for such trainings throughout the State.

3) We need additional funding for interim control programs such as

CLEARCo rps and Leadbusters in Detroit, and similar programs
throughout the State. These programs provide an invaluable rapid
response to families with lead poisoned children.. .working hand in
hand with the Detroit Department of Health and Wellness Promotion
to respond as soon as a child’s elevated lead level is discovered. These
programs provide hands-on parent training in making the home safer,
cleaning instructions, a free cleaning kit, and a super clean and low
level interim controls such as reconditioning window wells. Until we
have enough lead free housing--working with parents and property
owners, empowering them with the tools thcy need, is imperative.

4) We need to make property owners a part of the solution. As you have

heard, Michigan now has a law, which holds property owners liable if
and when they knowingly rent a property with lead hazards to a
family with children under six. We also have strong ordinances within
the Detroit Health Code. These laws and ordinances can serve as the
proverbial ‘stick’. Within the LEAP Detroit Program, we have just
created the ‘carrot’. Our new program, LOAN Plus, has formed a
partnership with the MSHDA and the Department of Community
Health Lead Hazard Reduction Program, to offer a free Risk
Assessment, small grant, and low interest loan to property owners
who are willing to address the lead hazards in their unit. We have
already had 89 inquiries about this program. We believe that this



model could be used throughout the State to bring property owners
into the mix as a part of the solution.

5) We need to implement the Lead Addressed Homes Registry recently
called for in State legislation. LEAP Detroit has started such a registry
and has gathered information about over 2000 properties. This data
will be uploaded to the State of Michigan Registry when it is
completed. The Registry will be an invaluable tool.

6) There are innumerable other strategies that must be implemented such
as more community education, increased testing, increased
compliance by Medicaid providers, and indeed by medical providers
in general. The people of the State of Michigan, the legislators, policy
makers, and general populace need to understand the consequences
and impacts of this health crisis.

In conclusion, T would like to say on behalf of the CLEARCo orps and LEAP
Detroit staff and team, that we strongly encourage you, as the Childhood
Lead Poisoning Prevention and Control Commission, to use the bully pulpit
that you have, to make sure that Michigan has awareness and funding
needed to solve the lead poisoning prevention crisis and to assure that
generations of Michigan children still to come are safe and have the best
chance to meet their potential as citizens of Michigan and the world.

Thank you for your time and your commitment to this important issue.
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709 Columbus Ave. Phone (989) 893-1346
Bay City, MI 48708 Fax (989) 893-1458
* October 4, 2005
TO: Childhood Lead Poisoning Prevention and Control Commission
FROM: Richard L. Davis, The Arc of Bay County

SUBJECT: ‘Testimony on Lead Poisoning Prevention

For many years, we have known that childhood lead poisoning was a danger in this
state and nation. Unfortunately, it has taken the state of Michigan this long to do
something about it.

Lead based paint has been the prime culprit in children being poisoned by lead, this
is especially true in older neighborhoods where many poor children live.

Prime Time TV ads can do much to make the public and parents aware of the
danger to children who live in homes painted prior to WWII and there is paint
chipping that these children can ingest.

Local building inspectors should be made aware of the danger of lead poisoning
and make the owner of any building that they may inspect for other reasons, aware
of the potential harm to children.

Local councils or commissions should include in their building ordnances rules for
covering or removing lead based paint.

Blood lead testing of children must be increased and a registry established.

Every citizen of the state needs to know of this complex and devastating public
health problem that we have. Education is the key factor that we have to eliminate
childhood lead poisoning in all localities of this state. We will also need the
cooperation and collaboration of public and private entities within our communities.
I wish to thank you for offering the opportunity for me to express my views on this

very important matter.

Respectfully,

Richard L. Davis
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Good Afternoon. My name is Dr. Teresa Holtrop. I am a pediatrician and co-chair of the Detroit
Lead Partnership. The Detroit Lead Partnership is an unincorporated association, in existence
since 1999, whose mission is to facilitate coordination, advocate for, and monitor the progress of
efforts to prevent and eliminate lead poisoning in the children of Detroit. Several of our
participating members are here today and will be or have already presented testimony on behalf
of their individual organizations.

Detroit has the highest prevalence of lead poisoned children in the whole state. Despite modest
success in bringing down the number of children who are annually lead poisoned, we continue to
identify way too many children, with almost 2000 Detroit children identified in 2004 alone. Our
difficulties in successfully addressing this issue lies in the complexity of the problem at hand and
requires ongeoing and concerted collaboration amongst numerous governmental and non-
governmental agencies and individuals. I wish to highlight a few points that jump out.

1. Detroit, in contrast to many other large urban centers across the country, has a large
number of rental units that are owned by individuals who own no more than 4 units each.
This makes addressing lead poisoning through pressure on landlords much more difficult
than in cities where large management corporations are responsible for many rental units
at a time.

2. We need to find a carrot and stick approach to effectively reach such landlords. Our
HUD-Funded Lead Elimination Action Program (LEAP)’s Loan Plus program is such a
carrot, whereby some lead hazard control funding is offered as a grant while the rest is
offered as a low interest loan. The stick needs to come from enhanced local and statewide
code enforcement measures. Other states, Indiana being one, have developed successful
carrot/stick approaches.

3. Pressure on landlords to keep their homes up to code is essential but must be done in such
a way as to assure that landlords do not view lead remediation as outrageously punitive
and financially unprofitable, nor feel that liability issues make renting too difficult. We
need to be sure that affordable housing stock remains available and that liability issues do
not cause landlords to abandon more housing than they already have, making it even
harder than it currently is for our low-income families to find a place to live.

4. We need to engage home repair supply stores to become actively involved in providing
training and information about lead safe work practices to home remodelers who perhaps
are working on upgrading their homes but are not licensed contractors and only have

1659 Leverette, Detroit, MI 482 16 Phone: (313)961-4780



4. (cont.) limited knowledge on how to go about doing so safely. Irecall the father
of two children I cared for several years ago who had recently bought a very
dilapidated house and planned on renovating it himself. His children already had
lead poisoning but he was not convinced of the urgency because he couldn’t see
the effects and had not received sufficient information about the potential dangers
to take the problem seriously. He was also not about to listen to this female doc
who couldn’t possibly understand anything about home remodeling. Or, as
another example, I would like to cite that of my mother who lives one block over
from this building, who several years ago hired my brother-in-law who had
experience in construction but was not a licensed builder, to sand down the walls
in the basement laundry. Not thinking things through carefully, he did so without
taping off the room which was located right next to the furnace room. The
furnace sucked the dust through the whole house and my mother suddenly thought
about the danger of lead containing paint, had the dust tested and discovered that
the lead levels were sky high. My 4 nieces and nephews, all under age 6, lived
next-door and now could not visit until the whole house had been cleaned up
thoroughly by professionals, a nightmare that my mother still shudders about
when reminded of it. I present these stories as examples of how easy it is to
contaminate living areas with lead dust, and how important education, outreach
and intervention resources for individual home remodelers are. There are
grassroots organizations in many of our cities who are on the ground and willing
to take an active part in partnering with local home repair stores.

5. Weneed to continue to work on increasing awareness of lead poisoning
prevention methods through neighborhood education. The Lead Partnership has
actively engaged in door-to-door outreach by delivering flyers and other
educational materials into neighborhoods at particularly high risk for lead
poisoning. We hope that by educating folks who may come in contact with young
children and lead containing housing, we will increase the general public’s
awareness of the dangers at hand and make lead poisoning prevention an activity
that is taken on by the community as a whole, not just by individual organizations.

Finally, I want to add a point about the proposed MCIR/lead database interface, not in my
capacity as co-chair of the Detroit Lead Partnership but as an individual pediatrician.
While I very much see the benefit of making lead levels available to health care
providers, I cannot but worry about the potential for labeling children if lead levels
become available to a broader public. I understand that the current proposal seeks to
limit access to only health care providers but I wish to point out that over the past few
months, the State of Michigan has instituted a marriage between the Student
Immunization Registry (SIRS) and MCIR. Immunization records in MCIR will now be
available to school personnel. No one has yet been able to tell me whether the proposed
link to the lead database will also be visible to the schools but I strongly urge that this be
restricted. I remind the Commission of the Pygmalion Effect, described so eloquently in
the book “Pygmalion in the Classroom”, a book that describes the effects of prejudicing
teachers about the abilities of their students by giving some of them correct and others
incorrect information about their students. The students responded to the expectations of




the teachers and performed better when met with higher expectations and worse when
lower expectations were present, no matter what their underlying ability was. I realize
that we already provide lead result data to Head Start programs. However, making this
same data available to school teachers at a time when we do not yet have adequate
educational intervention methods specifically addressing the inattention and hyperactivity
associated with early lead poisoning serves no purpose.

Thank you very much.
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Good Afternoon, my name is Valerie Monet and I am a researcher at the Center for
Urban Studies at Wayne State University. For the past several years we have been
working with local, non-profit, and state agencies on studies in the area of Childhood
Lead Poisoning. Our goal is to provide practical research that will result in improved
policies and service provision.

Today I am here to stress the important role that education and outreach plays in
preventing childhood lead poisoning. In the state of Michigan our long-term goal is to
prevent any child from ever being exposed to lead and becoming poisoned. This move to
primary prevention is key to eliminating childhood lead poisoning. However, due to the
age of housing and the quality of housing stock that exists in many high risk areas, it is
going to take a while before all lead hazards are remediated. This means that even though
we are doing more and more abatement work each year, children will continue to be
exposed. This is why it’s so important that families know how to reduce the risk of
exposure in their own home and what steps will reduce the likelihood that their child will
become lead poisoned. The main way that they become informed is through state and
local education and outreach efforts.

At the Center we conduct a statewide survey multiple times each year. Random digit
dialing is used to ask questions of residents across the state of Michigan on multiple
issues. Samples are stratified and counties are represented proportionately. This past
summer we asked a set of questions assessing residents’ knowledge of lead poisoning on
the most recent Statewide Survey. This test of knowledge is based on similar studies done
in Chicago and New Orleans. In those cities the test was used to assess the effectiveness
of local lead education programs. We modified it slightly and applied on a broader level
to the state as a whole. The results of this test were very surprising.

The final questionnaire consisted of 23 true/false/ don’t know questions across 4 core
content areas. Those areas were general knowledge about lead, lead poisoning prevention
practices, lead exposure sources, and nutrition. We had 733 people participate in this
study. 8% were from the city of Detroit and 92% were from some other area of the state.
Over of those who took part in the study reported that they had children and over 90%
told us they had some knowledge of what lead poisoning was.

If we were to take the questions we asked and grade it like a quiz the average score was a
57% (the median was 57% as well). If we were to look at this as a letter grade it would be
a D. Although the score were generally low, they did vary across the core content areas.
People had the most amount of knowledge in the area of exposure sources. In this area
they would have received a 74% or C. Respondents generally knew that lead paint and
lead dust were the main exposure source for children. However, fewer respondents
reported correct answers with regard to exposure through water, soil, pottery, or folk
remedies.



Participants got a D+ (68%) when it came to general lead knowledge. This area included
questions like when a child should be tested and what symptoms of lead poisoning exist.
The good thing is that the majority of respondents knew that lead poisoning has adverse
affects on a child’s ability to learn. Over two-thirds of study participants knew that
symptoms were not always visible. Also, over two-thirds knew that landlords were
required by law to tell their tenants if they knew lead hazards were present on their
properties. However, less than half of all respondents knew when a child should be tested
for lead. The fact that people are unsure of when their child should be tested should be a
giant red flag.

Results were weaker in the area of lead poisoning prevention practices. The score in this
area was 54% which is failing. A good point is that over three-quarters of respondents
knew they could bring lead hazards in their home if they worked with lead in their
occupation or hobby. But, individuals did not have a good understanding of how to
reduce lead hazards in water. In this category there were a higher percentage of
respondents indicating they did not know the correct answer.

Probably the most surprising part of this study was in the area of nutrition. The average
score was 14%. Residents had least amount of knowledge in the area of nutrition than any
other content area. The vast majority of participants did not have a good understanding of
the role nutrition plays in decreasing the likelihood a child will become lead poisoned.
This also begs the question of how comprehensive their knowledge is on what good
nutrition is.

The data was analyzed across several demographic variables. Generally these results
remained consistent across geographic location and education level. Score were generally
the same when data was analyzed for people who had children; however, in cases where
they were different the scores were actually lower. The one notable difference is that we
found a significant association between knowledge and income. The more money people
make, the more they seem to know about lead poisoning. This too should be a red flag, as
outreach efforts are generally done to groups of a lower socioeconomic status.

We asked several other questions that we don’t really have time to dive into today, but |
thought it was important to mention that when asked about where people got their
information about lead poisoning they were not saying it was from a doctor or nurse. In
our study, more people reported getting information from the internet or friends than
doctors offices and health departments combined.

To sum things up, although people seem to understand that lead poisoning is a problem
for the state as a whole, the answers given indicate they don’t necessarily think there is a
problem unless they visibly see paint chips. To make things worse, their knowledge of
how to prevent exposure is generally low. To help improve education efforts I would
advise increasing, or at least keeping funding levels consistent and stressing the role of
nutrition and prevention methods families can use at home to reduce the chance their



child is poisoned. I would also recommend continuing to reach out to those groups that
are most at risk.
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October 28, 2005

As Pediatric Nurse Practitioners, we always agsess children at high risk
and the Medicaid population for lead screening. We start as a rule at the 12
month check up. However, if the children are in the WIC program, they are
usually screened for lead along with their hemoglobin levels. We also refer
appropriately when the lead levels come back ¢levated. We follow the proper
protocol for reassessing the lead levels.

The suggestion that the lead levels be included into the MICR program is
a good one; Lead re-screens can be flagged to alert the office staff of the need to
obtain another sample. Of course, sometimes, this needs to be done on a visit
when the opportunity arises and not on the scheduled visit.

Our suggestion is to teach the parents about lead screens and protecting
their children when the children are first born at the hospital. This is an
opportunistic time when mom and child are not going anywhere for 24-48 hours.
The parents would watch a video and have their questions answered by an
educator who has received training specific to lead.

I have a comment regarding the rentals that the parents live in who are on
assistance. The people who receive monies from Section 8 program have to have
their living quarters approved and checked for peeling paint and other safety
issues. 1f the people who check the residences approve them, then the children
and family are safe. Iam not well versed on people who receive assistance from
other programs, but maybe they should also be checking residences before
people move in.

Another suggestion would be to have an office in-service to update the
staff, both providers and ancillary staff, on issues pertaining to lead.

Sincerely,

| %Z]M N g
ary/A

argosz, Presidet
MI Chapter of NAPNAP
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Childhoed Lead Poisoning Prevention and Control Commission
¢/0 Health Management Associates

120 North Washington Square, Suite 705

Lansing, MI 48933

Re: Public hearing testimony

The State Board of Education is pleased to be able to present testimony

* to the Childhood Lead Poisoning Prevention and Control Commission.
Lead poisoning not only touches the families and students that we
serve, but directly affects the classrooms and buildings across the state
that we support. As a tangible sign of our appreciation of the work of
the Commission, this letter summarizes how lead poisoning adversely
affects the work of educators in supporting Michigan students and
families, and will describe ways in which the Board and Department of
Education will continue to support statewide prevention efforts, and
work collaboratively with the Departments of Community Health and
Human Services to accomplish the goal. -

As educators, we are becoming increasingly aware of the impact of lead
levels on children’s academic achievement and behavior. Studies have
shown that even low blood lead levels have been linked with lifelong
learning disabilities, aggressive behavior, and attention-deficit disorders.
Although prevention efforts focus on pre-school aged children, education
systems receive all children and the conditions in which they arrive. In
the education environment, lead poisoning may impact areas such as
classroom learning, behavior management, special education programs,
and early childhood programs, to name a few.

Representing the State Board of Education and the Michigan Department
of Education, Kim Kovalchick, Education Consultant, Coordinated School

- Health and Safety Program, has actively served on the statewide
Childhood Lead Poisoning Prevention Program advisory committee and
on the 2003 Governor’s Task Force on the Prevention of Childhood Lead
Poisoning.
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In addition, several Michigan Department of Education programs and
initiatives contribute to the foundation for healthy schools,
communities and families which support efforts such as lead poisoning
prevention. These include:

Coordinated Schoo! Health and Safety Programs
Safe and Bully-Free Schools initiatives

Covering All Kids (a Medicaid participation initiative)
Early Childhood and Parenting Programs

Special Education and Early Intervention Services
Food and Nutrition Programs

s B 9 & & 2

The State Board of Education encourages continued, statewide efforts
to increase the rates of lead testing for high risk children under six
years old; and the improvement of safe and lead-free housing options
for families. In addition to the participation on the advisory committee
and task force, the State Board will continue to support lead poisoning
prevention efforts of the Department.

Kathieen N. Straus
President
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Dr. Kimberlydawn Wisdom, MD, MS, Chairperson

Childhood Lead Poisoning Prevention and Control Commission
c¢/o Health Management Associates

120 North Washington Square, Suite 705

Lansing, Ml 48933 -

Dear Dr. Wisdom:
SUBJECT:_ Department of Environmental Quality Testimony

Thank you for this opportunity to provide the Department of Environmental Quality’s
(DEQ) perspectives regarding our shared commitment to the control or elimination of
the hazards to Michigan'’s children posed by exposures to lead.

The DEQ has long recognized the environmental and public health threats that can
result from exposure to lead and has consistently sought to identify and control those
exposures through the administration of its diverse environmental protection programs.
Through these efforts, the DEQ has accomplished many notable improvements. _
Through its air and water discharge permitting programs, the DEQ has imposed strict
limits on the discharge of lead and lead-containing compounds to Michigan’s
environment. Through its regulation of solid and hazardous wastes, the DEQ has
assured that lead containing wastes are properly managed, transported, and disposed
of, such that unacceptable exposures do not result. Through its pollution prevention
programs, the DEQ has worked to assist Michigan’s industries to identify alternative
materials and processes that reduce or eliminate the use of lead-containing compounds
and the resultant waste streams.

The DEQ has also participated in innovative approaches to help assure that lead
contamination is properly managed. In April 2005, the DEQ entered into a
Memorandum of Understanding with the Michigan United Conservation Clubs to create
the Michigan Shooting Range Stewardship Program. This program provides resources
and support to assist shooting range operators in environmentally sound range
management practices and provides for follow-through to assess the success of those
practices, while preserving all of the DEQ regulatory authorities to require more
aggressive steps to respond to unacceptable environmental conditions at shooting
ranges. In addition, the DEQ has worked to provide education and outreach in a variety
of ways including; public meetings, workshops, and web-based resources.
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The DEQ has, both independently and in conjunction with the United States
Environmental Protection Agency, investigated and remediated significant lead
contamination at several sites in the Detroit area, including the Master Metals site, the
Helen Avenue site, and the 7742 Davison Avenue site. At each of these sites,
substantial investigation and remediation work was performed to remove lead-
contaminated soils and restore residential properties that had been impacted by
historical lead emissions.

Finally, the DEQ continues to pursue its ongoing assessment of known and suspected
historical lead smelter sites in the City of Detroit. This assessment identified ten sites
which are being evaluated in phases to determine whether on- or off-site impacts have
resulted from historical lead smelting operations. This effort has resulted in the
identification of two areas where historical smelting could have impacted nearby
residential areas. In one case, lead impacts were identified that are clearly irdicative of
releases from a historical smelter site. In the other, investigation ultimately revealed
that although lead contamination was identified on some residential properties, it was
not the consequence of lead smelting activities. The DEQ intends to seek resources to
perform remedial actions in the first instance, but is unlikely to be able to perform such
actions in the second.

While the DEQ is justifiably proud of its accomplishments, significant challenges remain.
Some of these challenges arise from the legacy of the ubiquitous historical use of lead
and lead compounds. These multiple, overlapping sources can make it extraordinarily
difficult to accurately identify those sources of lead contamination that are subject to the
DEQ regulatory authorities. In addition, the sheer magnitude of the problem poses
significant challenges, as exemplified by the fact that the DEQ’s efforts to identify lead
smelter sites have been limited almost entirely to the City of Detroit although it is clear
that such sites are likely to have existed in many of Michlgan’s cities.

Not surprisingly, the underlying challenge is simply one of resources. The identification
and remediation of sites of environmental contamination is complex and costly, both in
terms of human and financial resources. In the first smelter site example noted above,
remedial costs are currenlly estimated to approach $4 Million, and may be more. In
2003, the DEQ sought additional human and financial resources to support its efforts to
Identify and remediate sites of lead contamination, but due to a varlety of budgetary
challenges was unsuccessful in obtaining those resources. It is also important to note
that this resource issue affects far more than the lead smelter sites. For the last several
years, the DEQ's funding for its cleanup program has been steadily diminishing and is
now nearly depleted. This funding has not been replaced. The DEQ has used these
funds to perform work at well over 1000 sites across the state and dozens of new sites
requiring public-funded cleanup are identified each year. As a result of the funding
shortfall, the DEQ does not have the ability to fund work at all of the current publicly-
funded sites, and decisions to fund new sites will come at the expense of other cleanup
projects. The DEQ is carefully prioritizing all publicly-funded sites to assure that its
limited funds are directed to those sites that pose the greatest risks of exposure, and to
assure that existing remedial systems continue to be operated and maintained. This
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means that work at many sites will not receive funding — including sites where ongoing
work will need to be stopped. The DEQ is engaged in the process of identifying new,
stable long-term funding sources for its cleanup program, but until that is accomplished,
the need to carefully prioritize cleanup work will remain.

The DEQ is sensitive to the fact that everyone involved in this effort is faced with
significant resource challenges. The DEQ will continue to do all that it can within the
limitations it faces, but believes that more must be done. Nonetheless, any more
aggressive response to the challenges posed by lead-contaminated sites will require
resources commensurate to that effort.

Thank you again for the opportunity to offer these perspectives for the Commission’s
consideration. If you or the Commission members have any questions, or require any
additional information, please contact Mr. Philip L. Schrantz, Chief, Field Operations
Section, Remediation and Redevelopment Division at 517-241-7706, or you may
contact me.

Deputy Director
517-373-7917

cc: Mr. Steven E. Chester, Director, DEQ
Mr..Andrew W. Hogarth, DEQ
~Mr. Philip L. Schrantz, DEQ
Ms. Christine Flaga, DEQ
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